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ELIGIBILITY FOR REDUCED INITIAL LICENSE FEE 
(If you are enrolled in an ACGME/RCPSC postgraduate training program at the time of licensure, you are entitled to 

a reduced initial license fee. This form is used to certify current participation in a training program.) 
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This is to certify that        ;             /              /                         , 
     (Name of Applicant)       (U.S. Social Security Number) 
 
                                                                   is in an approved ACGME/RCPSC postgraduate training position that 
  DATE OF BIRTH-MM/DD/YYYY 
 
commenced on                                                                                                      and is expected to be completed on
                                     MONTH                                   DAY                           YEAR 
 
                                                                                              In        
      MONTH                                   DAY                           YEAR                                                   (Type of Training)  
    
at               

(Name and Address of Facility)  
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I hereby declare under penalty of perjury under the laws of the State of California that the above statements are true 
and correct and the facility is approved by the ACGME or the RCPSC to offer the type and level of training completed 

by the applicant and that the applicant is being trained in an approved ACGME or RCPSC program position. 
                                                                                                                                                                                                                              
              
(Type or print name of Director of Medical Education) 
                                                                                                                                                                                                                               
             
 (Signature of Director of Medical Education)  
                                                                                                                                                                                                                             
               
(Date)                                                                                                          (Telephone Number) 
 
        

OFFICIAL HOSTPITAL SEAL, OR 
       NOTARY SEAL (WITH DATE AND 
       NOTARY’S SIGNATURE) MUST BE 
       AFFIXED IN THE BOX AT THE LEFT. 
 
 
                                                                                         
 
 

 
Note:  Do not use this form in lieu of Form L3A, “Certificate of     Completion of 

 

 

ATTENTION DIRECTORS OF MEDICAL EDUCATION:  THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE 
APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION. 
 
Only the Director of Medical Education may sign this form.  If that signature authority is being delegated to another person, evidence of 
that delegation must be attached to this form (may be a photocopy).  Such delegation must be on official letterhead and must be dated 
within the last 12 months. 
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